SUMMARY Balloon dilatation valvuloplasty was performed in 16 patients with pulmonary valve stenosis aged 10 days to 17 years. Gradients were reduced in all but two patients and were < 20 mm Hg after the procedure in all but these two and one other. Unsatisfactory initial results in these three patients were attributed to the use of too small a balloon in one patient (gradient subsequently abolished at repeat valvuloplasty), to a dysplastic valve in a neonate, and to the fact that there had been a previous surgical valvotomy with scar French gauge (split) introducing sheath (Vygon, BP 7-95440, Ecoven, France); in practice I have found that it is often possible to advance these catheters directly through the skin incision without using an introducing sheath. Previous use of a No 9-French gauge vessel dilator will facilitate this. The initial skin incision must be of adequate size-5 mm or so. An assistant presses on the skin incision at the stage when the end hole catheter (together with any introducing sheath that was used) has been withdrawn and the balloon catheter is being threaded over the guidewire since there will be bleeding at this time. Secondly, it is important that the balloon be centred on the pulmonary valve. If the balloon is too proximal or too distal it may advance (or retract) itself during inflation without rupturing the valve. It is remarkable how much of this large balloon can be accommodated in the pulmonary arteries distal tothe valve. As viewed with anteroposterior screening it may be difficult to appreciate that the balloon is wrongly positioned, and for this reason the practice in this hospital is to perform biplane angiography before balloon valvuloplasty. The position of the valve is marked on the lateral video monitor, and, provided that the patient's position is not changed, the balloon is correctly positioned using lateral screening as an aid (Fig. 1) . It is important to use a balloon whose inflated diameter is slightly larger than the diameter of the valve ring. The diameter of the valve ring is measured from lateral angiocardiograms using the known diameter of the angiographic catheter to obtain the magnification factor. Where a previous angiographic study has been performed this measurement is used to select the appropriate balloon size. In patients between the ages of 1 and 7 years, however, I have found the valve ring to be between 12 and 16 mm in diameter; the 18 mm balloon has been effective in all patients and is therefore used routinely in those over the age of 1 year without previous measurement of the angiograms. 
Results

PULMONARY VALVE STENOSIS
Balloon valvuloplasty was performed in 16 patients aged between 10 days and 17 years (Table) (Fig. 2) . Seven patients were recatheterised between three and six months after valvuloplasty; the good result was maintained in all but one (case 6), whose valve gradient had risen to 35 mm Hg (having originally been reduced from 60 to 18 mm Hg). Attempted repeat valvuloplasty in this 6 month old infant was frustrated by failure to advance an 18 mm balloon into the pulmonary artery. Repeat valvuloplasty was successfully performed in two other patients (cases 4 and 9) reducing been closed and the pulmonary artery debanded. He presented to our hospital at the age of 6 Of the other two, one had had a previous surgical valvotomy and one was a neonate with a dsyplastic valve. Kan et al report one patient with a dysplastic valve in whom the benefit of (repeated) valvuloplasty was not maintained,2 and it may therefore be that patients with dysplastic valves or valves rendered dysplastic by previous surgery and scar tissue will be found to be less suitable for valvuloplasty than those with typical pulmonary stenosis and thin mobile "doming" valves. That balloon valvuloplasty can be successfully applied to neonates with critical pulmonary stenosis has been reported by Tynan et al,6
while at the other end of the age spectrum it has been successful in relieving pulmonary valve stenosis in a patient aged 597 and was successful in a 17 year old
